Advances in joint replacement surgery have revolutionised the management of end stage rheumatic disease. As a result the number of joint replacements carried out world wide has risen rapidly. Although the prevalence of deep infection is low (1-2%), there has inevitably been a corresponding rise in the number which have become infected. In response, treatment of the infected arthroplasty has evolved over the last 10 years to a point where successful salvage ofthe infected arthroplasty may now be expected in over 90% of cases. (fig lB) . At the first operation thick green pus was present around both components ofthe implant. These components were removed, the soft tissues and sinus were carefully debrided, and all the cement was meticulously extracted. This disclosed seven cloacae in the upper femur. Gentamicin beads were implanted and the patient placed on skeletal traction ( fig IC) . She was treated with systemic antibiotics for six weeks by which time her erythrocyte sedimentation rate (ESR) and C reactive protein had returned to normal. A second stage procedure was undertaken in which the gentamicin beads were removed. The hip was thoroughly examined, but there was no sign of residual infection. A cup was cemented into the acetabulum and the femoral side was reconstructed using allograft bone and an uncemented femoral prosthesis ( fig ID) 
or radiological sign of infection can be found. In the absence of inflammatory joint disease, repeated ESR and C reactive protein concentrations should be normal. It has been shown that delaying reimplantation of the prosthesis for more than one year reduces the reinfection rate significantly,2 but it prolongs the time that the patient has to walk on an excision arthroplasty with all its attendant problems. both. The main problem has always been to achieve a satisfactory fusion, particularly in the presence of infection where bone stock is often of poor quality and quantity. Furthermore, a fused knee does not guarantee freedom from infection. ' We prefer to salvage the infected total knee arthroplasty prosthesis using a modification of the two stage procedure described by Wilde and Ruth in 1988. " The infecting organism is identified preoperatively by aspiration or synovial biopsy. This is followed by a thorough debridement of the knee with excision of all sinuses and infected soft tissues, the bone cement membrane, and all previously implanted material. All tissues are sent for aerobic and anaerobic culture. The knee is thoroughly irrigated and a cement spacer fashioned from cement impregnated with antibiotic. The wound is closed in layers without drainage, and a bulky dressing is applied. The knee is aspirated again after two or three weeks. If no organisms are grown a further debridement is undertaken after four weeks, when culture of the soft tissues and any free fluid is repeated and reimplantation carried out. If the preoperative cultures are positive only the debridement is undertaken. The process is repeated until all cultures are clear. Using this protocol we expect to eradicate the infection in about 90% of patients. If, however, there is massive bone loss and severe ligamentous instability from the outset we agree with others'" that arthrodesis is a better solution. Even after successful revision for infection, knee function is not as good as that achieved after a primary knee replacement or a revision carried out for aseptic loosening.
